TRANSACTIONS 

OF TUB 

CHICAGO SURGICAL SOCIETY. 


Stated Meeting, November 2, 1903. 

The President, E. VVvllys Andrews, M.D., in the Chair. 


RESECTION OF THE KNEE FOR TUBERCULOSIS. 

Du. William IIessert exhibited a young man who had been 
suffering with a tubercular knee since childhood. For many years 
he had been under treatment by different physicians. His knee 
was intermittently involved, considerably swollen, and useless, 
while at other times he was able to get around. About two years 
ago the kuce became considerably worse again and patient was 
more or less disabled. He was subjected to local and general 
treatment, including rest, the application of . plaster casts, hot¬ 
air treatment, etc., all of which were of no avail. A year ago 
the knee was very much swollen and exquisitely tender. The 
swelling was fusiform, presenting the classic symptoms of a 
typical tubercular knee. A typical resection was made, the flap 
with convexity upward. The patella was sawed transversely, laid 
up and down, crucial ligaments severed, and a complete arthrec- 
toiny was done. The ends of the bones were sawed off about 
half an inch. There were two foci of necrosis, one in either 
tuberosity, which had to be scooped out with a sharp spoon. He 
did not wish to sacrifice any more bone than was necessary. After 
thoroughly dissecting out all of the tubercular tissue, the bones 
were drilled, a heavy catgut ligature drawn through, and the 
bones brought together. The capsule was reunited and the skin 
incision sutured, leaving a small drain of gauze on either side. 
A cast was applied for three weeks, after which it was renewed 
for another three weeks. While patient was wearing the second 
cast he was up and around and doing things around the house. 
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The shortening was a little more than an inch. The result'was 
an excellent example of a knee resection. The young man is very 
active, walks, runs, and climbs stairs with the greatest agility. 

UMBILICAL HERNIA. 

Dr. Hessert showed a woman upon whom lie operated for 
umbilical hernia, from which she had been suffering for nearly 
twenty years. At first the hernia was small, but of late it had 
assumed increased proportions. For the last few yeai s it was 
irreducible; it was about the size of two fists; the pedicle was 
twelve inches in circumference. The wearing of a large abdom¬ 
inal supporter had caused so much irritation as to induce attacks 
of cellulitis in and about the sac. Patient was reduced to such 
a condition that she was almost unable to do any work. The 
hernia was rather tender, partly tympanitic, and partly dull on 
percussion. A typical Mayo operation was performed. 

The wound healed by primary intention, and the woman 
made an excellent recovery. She still wears an abdominal sup¬ 
porter, owing to the pendulous condition of the abdomen. The 
distance from ensiform to pubes was reduced three inches by 
operation. 

APPENDICITIS WITH SEVERE COMPLICATIONS. 

Dr. Hessert presented a third case, one of appendicitis The 
patient was a woman who had not had a previous attack. She 
suffered from severe pains in the abdomen, with vomiting and 
fever, for a week, but kept on doing her housework. She finally 
called in a physician on the seventh day after the onset of the 
attack, because at this time she suddenly had most severe pain in 
the right iliac fossa, radiating all over the abdomen, but chiefly 
focussed in the right iliac region. This was accompanied by vom¬ 
iting, high fever, and collapse. The speaker saw the patient on 
the seventh day, the case having been referred to him by Dr. 
W. A. Breringcr. Her pulse at this time was 106, temperature 
104° F., and she was in a collapsed condition. The abdomen was 
tender; nothing definite could be made out except a point of 
tenderness in the right iliac region a little internal to the anterior 
superior spine. A diagnosis of perforative appendicitis was made, 
but her condition was such that it was not deemed wise to operate 
at once. 
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He therefore instituted the treatment advocated by Ochsner, 
namely, withholding food, gastric lavage, giving no opiates or 
cathartics, etc. The patient was much better the next day, in that 
the pulse had declined to 120 and temperature to 102° F. He 
then operated and found that the appendix had ruptured, with a 
concretion in the free peritoneal cavity not far from the appendix. 
Some free pus around the appendix. The appendix was posterior 
to the colon, lying on the iliacus muscle, and was removed with 
difficulty, owing to the shortness of its mesentery. It was re¬ 
moved, and the stump inverted with fine silk suture. Drainage 
with gauze and rubber tube. After the operation patient left the 
table in good condition. But for the first week following the 
operation her temperature did not decline; it ranged from 101° 
to 103° F. While her general condition had improved, she still 
had pain, which became localized in the lower lumbar region, so 
that an examination showed the development of a mass anterior 
to the kidney and below the liver, and probably behind the colon. 
On the seventh day after the operation there was a profuse dis¬ 
charge of pus from the original wound, and by making a bimanual 
palpation over the lumbar mass, pus exuded from the operation 
wound. She was taken to the operating-room and a lumbar 
incision made similar to the Simon kidney incision, and a large 
amount of pus evacuated. There was considerable granulation 
tissue which had broken down, and several abscess cavities were 
evacuated. Even after this the patient’s temperature did not 
decline. The abscess was not entirely retroperitoneal, however, 
as the border of liver was visible. That night her temperature 
was 105° F., and her pulse very much accelerated. Within the 
next ten days she got along fairly well, and the wounds drained 
nicely, large amounts of slate-colored pus escaping. Later, patient 
developed shortness of breath, accompanied with a hacking cough. 
Dulncss developed in the right lower chest, over which region 
the respiratory sounds were absent, with the other physical signs 
of fluid. Exploration showed the presence of pus, so that on 
the twenty-seventh day after the first operation the ninth rib was 
resected in postaxillary line, and considerable fetid pus removed. 
The patient’s temperature that night rose to 106° F., pulse 140. 
She had lost weight and was almost reduced to skin and bone. 
She was in a typically septic condition. But she was stimulated 
and fed, and she rallied and was getting along fairly well, running 
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a septic temperature, although the short hacking cough continued. 
Ten days later she suddenly coughed up about a cup and a half of 
fetid pus, showing that she had had an abscess of the lung which 
had ruptured into a bronchus. She collapsed, and it was thought 
she would die; but after swaying in the balance for two or three 
days between life and death she finally rallied and got along fairly 
well again. All this time her pulse ranged from 120 to 160; tem¬ 
perature ranged from 102° to 106° F. Two weeks after this, 
there being considerable dulness of the right lung, and it being 
difficult to diagnose the exact condition, owing to the thickened 
condition of the pleura and partial consolidation of the lung, the 
resection wound having previously healed, and cavity having 
granulated up, the upper right chest filled with pus again, the 
heart displaced to the left side, left chest practically negative, so an 
aspirator was inserted into the sixth right interspace in anterior 
axillary line and pus was discovered. Under Schlcich an.'csthcsia 
the speaker did not resect a rib, but went through bluntly and 
inserted a tube, evacuating a large amount of pus. This abscess 
cavity was separate and distinct from the previous cavity. Patient 
was in an extreme condition, but finally rallied, and after being 
in the hospital for three months she eventually recovered. The 
patient was exhibited, well and strong, having regained all of 
her former weight. To summarize, there was a perforation of 
appendix on seventh day, appcndiccctomy and drainage next day. 
Twelve days later lumbar abscess drained. Fifteen days later 
empyema of same side drained by resection of rib. icn days 
later pulmonary abscess on same side coughed up. Fifteen days 
later another empyema higher up was drained. 


INTERSCAPULOTHORACIC AMPUTATION FOR SARCOMA OF 
THE SCAPULA. 

Dr. A. E. Halstead exhibited a man, fifty-seven years of 
age, who consulted him about the middle of September of this 
year in regard to a swelling on the shoulder. He gave the follow¬ 
ing history: About a year ago a horse struck him with his teeth 
on the shoulder, but did not break the skin. A couple of months 
thereafter the shoulder became painful. When patient came to 
see him about the 15th of September the swelling had been noticed 
for about three months. Both pain and swelling had gradually 
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increased. The swelling occupied the outer part of the scapula 
and shoulder-joint, the most prominent part of the tumor being 
just beneath the spine of the scapula. Ihe characteristic sensa¬ 
tions of crepitation imparted during palpation of the tumor sug¬ 
gested sarcoma. The introduction of an exploring needle showed 
only bright blood. He was operated at St. Luke’s Hospital on the 
21st of September. Dr. Halstead did a Paul Berger operation, 
saying that the first step was to resect the inner third of the clav¬ 
icle; the second to ligate the subclavian artery and vein, the artery 
being tied first; and, third, to amputate the whole upper extrem¬ 
ity. No haemorrhage of any consequence occurred. The trunks of 
the brachial plexus were injected with a 2 per cent, solution of 
cocaine, so as to block the reflexes after the method of Crile. No 
shock followed the operation, the pulse remaining below 90 
throughout. The wound healed by primary union. The patient 
was up on the third day and left the hospital on the tenth day 
after the operation. In this case resection of the scapula was con¬ 
sidered, that is, removing the scapula and leaving the arm, but 
examination disclosed the end of the triceps to be invaded by the 
tumor. He said Drs. Zcit and Goldsmith had examined the 
tumor, and had stated that it was a mixed giant and spindle-cell 
sarcoma. The specimen he had prepared at St. Luke’s Hospital 
showed a mixture of spindle, giant, and small round cells. 

Dr. Arthur Dean Bevan had done three of these opera¬ 
tions. The first case which lie did was gone over carefully by 
himself and several other physicians. The case presented itself 
as a tumor of the upper cud of the humerus, and careful observa¬ 
tion was made to determine if there was any primary focus any¬ 
where else in the body. No such focus could be found anywhere 
else, and the conclusion was reached that it was a case of pri¬ 
mary sarcoma of the humerus. He therefore made an amputation 
with that diagnosis. Histological examination showed that it 
was a carcinoma. The patient died four or five months after the 
operation, with symptoms of enlargement of the prostate, although 
the patient was a comparatively young man, only forty-five years 
of age. Careful examination showed the case was one of primary 
carcinoma of the prostate, and that the bone tumor was a second¬ 
ary carcinoma. 

A second case he exhibited to the Society last year. He had 
a very excellent X-ray view of it, and by a process of exclusion 
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it was believed that it was a primary sarcoma. Amputation was 
accordingly performed. The patient was a physician. Histolog¬ 
ical examination showed it was a sarcoma. The patient was still 
living and engaged in active practice. 

A third case he operated upon last spring. The patient was 
referred to him by Dr. Herrick. She was a woman, fifty-eight 
years of age, who had evidences of peripheral neuritis as the first 
symptoms of the trouble j then a pathological fracture of the 
humerus. They went over the case carefully, with a view to 
excluding, if possible, primary carcinoma. They could not find 
any evidence of primary carcinoma, and with that view an ampu¬ 
tation of the entire upper extremity was made. Histological 
examination showed, however, that it was carcinoma and not pri¬ 
mary sarcoma. The woman had a recurrence, died, and a post¬ 
mortem examination was obtained. The full reports of the post¬ 
mortem examination lie had not as yet received. 

Recently, while in New York, he saw a case in which a sur¬ 
geon had made an amputation of the entire upper extremity for 
sarcoma, and in which the sarcoma had recurred in the inner third 
of the clavicle which was left. In his third case, the woman to 
which he had just referred, the recurrence of carcinoma took 
place in the internal third of the clavicle. The first evidence of 
recurrence was in the inner third of the clavicle. 

These two cases made him think it would be wise to do a 
little more complete operation in cases of amputation of the entire 
upper extremity and remove the inner third of the clavicle as 
well. It could be done. He did not think it would add much, if 
any, to the danger. In a case of primary sarcoma involving the 
shoulder-joint, one could imagine that it might early involve the 
clavicle and extend to the cancellous structure of the clavicle 
throughout the entire bone, and from this extension there would 
be some malignant tumor cells in the little stump of the clavicle 
left in the amputation. 

The surgeon must be careful not to do what he himself had 
done twice, namely, amputate the entire upper extremity for sec¬ 
ondary carcinoma. From his limited experience, he believed that 
many of these cases were secondary carcinomas, having a small 
primary focus elsewhere. 

Dr. A. J. Ochsner said that one point of importance in con¬ 
nection with these operations was the relatively greater perma- 
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nency of the cure in cases of sarcoma of the upper end of the 
humerus in which this operation was performed. He had done 
the operation twice, once in 1891, for sarcoma of the shoulder 
involving the entire joint. The patient was well after twelve 
years. The other patient was operated on nine years ago for sar¬ 
coma of the shoulder, and was also well at this time. In amputa¬ 
tions for the cure of sarcoma originating in the hone or periosteum, 
if the surgeon did not remove the joint beyond the point involved, 
there was practically always a recurrence. For this reason, in 
cases in which amputation of the upper portion of the humerus 
was made for sarcoma, there was a recurrence almost always, 
while in similar cases in which the arm together with the clavicle 
and scapula were removed there was likely to be no recurrence of 
the disease. 

As far as the severity of the operation is concerned, he was 
surprised at the fact that both of his patients desired to sit up 
about the second or third day after the operation. One of them 
insisted on going to the bathroom on the second day after the 
operation. He had expected to find that these patients would 
show severe shock, hut this did not occur. 

Du. Hai.stead, in closing the discussion, said he had had 
occasion to look up the statistics of this operation at the time he 
operated on this patient, hut did not find them as favorable as the 
remarks of Dr. Ochsner would indicate. For instance, in Voi. 
xxxi of the Annals of Surgery, in which Fowler reported 
seventy-two cases of primary operation for malignant disease of 
the scapula, there were only five cases known to be well at the 
end of three years. One of these lived fifteen years, one five, 
which was probably an cnchondroma. Schultz, in Vol. xliii of 
the Deutsche Zcitschrift, taking the cases operated on since 1875, 
found an operative mortality of 7.14 per cent., and definitive 
recovery in 10.71 per cent. From these two reports, which were 
voluminous and really included everything from the time Larrey 
first did the operation, the mortality-is shown to be rather high 
and the percentage of permanent cures very small. 

Dr, Halstead said that his own case presented some difficulty 
in diagnosis. The man had been amesthetized, and an effort 
made to reduce a supposed dislocation of the shoulder-joint. This 
brought up the question of false aneurism or luematoma, which 
was excluded. The diagnosis was based upon feeling crepita- 
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lion, which lie said was quite characteristic of myelogenic sar¬ 
coma. Furthermore, repeated examinations of the urine showed 
the presence of albumosc, which is quite common in this par¬ 
ticular form of sarcoma. This would not exclude osteomyelitis, 
but after introducing a needle into the tumor and nothing but 
fluid blood being withdrawn, osteomyelitis was excluded. This 
left only sarcoma to be considered. 

THE PATHOLOGY AND TREATMENT OF RECENT FRAC¬ 
TURES OF THE PATELLA. 

Dr. S. C. Plummer, after considering the arguments for and 
against tbe operative treatment in recent fracture of the patella, 
proposed the following as a fair statement of the present status 
of the question of treatment of recent simple transverse fracture 
of the patella. 

1. Operative treatment should never be undertaken except 
under the best of conditions for maintaining asepsis. 

2. Presupposing ideal aseptic conditions, not every case 
should be subjected to operation, but only those in healthy patients 
of suitable age, with at least half an inch of separation of the 
fragments and lateral tears which compromise the " reserve ex¬ 
tension-apparatus,” or in patients following arduous occupations. 

3. The operative treatment fulfils all the indications for treat¬ 
ment in a manner which the non-operative method can only par¬ 
tially achieve, but good functional results follow the non-operative 
treatment as a rule. 

4. Early massage in all cases favors the early and complete 
restoration of function of the joint, and should be used in all 
cases. 

5. If operative treatment is employed, the open arthrotomy 
should be used. 

6. Absorbable suture material applied to tbe soft parts is 
sufficient in nearly every case. 

Dr. Daniel N. Eisendratii endorsed tbe conclusion of tbe 
essayist, that surgeons should not employ tbe operative treatment 
of fractures of tbe patella unless the surroundings were favorable, 
because a great many of the cases fell into the hands of general 
practitioners, and if it were to go forth from this Society that 
every case of fracture of the patella should be treated in an opera¬ 
tive' way, lie thought the results would be disastrous. 
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Relative to the treatment by 11011-operative methods, if the 
surgeon remembered the pathology of fractures of the patella 
and applied this treatment to that pathology, almost as good 
results could he obtained by non-operative treatment as with the 
operative. The pathology was extensive tears in the aponeurosis 
as well as a break in the hone itself, with a great amount of effu¬ 
sion into the joint; and if the patient’s limb were put up in a pos¬ 
terior splint, even though there was not exact coaptation between 
the fragments, with the use of massage applied regularly every 
day for the purpose of getting rid of effusion, etc., there would 
be recovery of functional capacity after three or four months. 
He could not quite agree with the statement of the essayist in 
advising the commencement of passive motion at the end of the 
fourth week. He called attention to a case which he exhibited 
to the Society last winter, where lie had sutured the patella, accu¬ 
rate approximation having been obtained, yet passive motion was 
not begun until the end of the sixth week. 

The ideal suture material for use in these cases was kangaroo 
tendon, because it could be put through the periosteum, if there 
was much destruction of the periosteum, and it had great tensile 
strength, but none of the irritating properties of formalized 
catgut. 

Dr. D. A. K. Steele said it was difficult for the surgeon 
sometimes to decide which of the two methods of treatment to 
employ in different cases, the operative or non-operative treat¬ 
ment, and only experience would enable one to decide the point. 
He thought most surgeons had reached the conclusion that in the 
simpler transverse fractures of the patella, with a minimum 
amount of violence, the non-operative treatment should be em¬ 
ployed. However, in cases of fracture of the patella due to direct 
violence, in which the soft parts bad been materially injured, or 
where there had been a stellate fracture of the patella, the open 
method of treatment gave by far the best results. Where the 
joint was filled with blood-clots, where the aponeurosis was drawn 
over the end of the fragment, one would get bad functional results 
by the non-operative treatment. He would open the joint in such 
cases as early as possible, say the first day, or within two or three 
days after the accident, rather than wait later. He had used 
silver wire, also kangaroo tendon and chromicized catgut in these 
cases. He did not feel now that it was necessary to drill the frag- 
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merits and wire, or unite them with suture material through drilled 
holes. The selection of cases was necessary. There was no hard 
and fast rule. The English surgeons held fast to the non-operative 
treatment, and those who had had an opportunity to watch their 
results would see the bad results from non-operative or mechan¬ 
ical treatment; yet even with a wide separation of fragments it 
was astonishing to observe, after several months or a year, what 
the functional results would be. These results would be excellent, 
although there might be a separation of the fragments to the 
extent of half an inch, an inch, or an inch and a half. Such 
patients were able to walk, to ride horseback, and to use their 
limbs fairly well, but they had fibrous union. True bony union 
could be more certainly obtained by the use of sutures. 

Dr. William E. Morgan said it was his fortune last spring 
to have the care of two patients with similar complications. He 
brought these cases up because they had some bearing on the 
subject, as showing how surgeons were obliged sometimes to do 
things for the treatment of one fracture which they were not able 
to do for another. 

A man was brought to the Mercy Hospital in the early spring 
with a fracture of the right thigh at the junction of the lower 
with the middle third or a little below that point. He had also 
a stellate fracture of the patella in the same limb. Within two 
months thereafter he had another exactly like it, but in the other 
leg. It was absolutely necessary for the knee to be placed in 
partial flexion for a time, in order to bring the fragments of the 
femur together. Any operative interference for patella was out 
of the question, because the patient was threatened with delirium 
tremens, and he did not dare to anaesthetize him. In this man’s 
case he depended almost entirely on strapping for patella, using 
what he called oval straps, beginning low down on the leg, and 
gradually drawing up, in a manner which he indicated, then be¬ 
ginning high on thigh and strapping downward. When lie came 
to the knee itself there was considerable bulging, with a tendency 
of the fragments to tilt upward; at the same time, the fragments 
were brought so closely together that there was little over one- 
quarter inch separation, and with his finger he felt that lie was 
able to place the limb in a sciniflcxed position for the fracture of 
the thigh, without separating patellar fragments, then getting the 
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lower fragment of the femur so approximated to the upper that 
lie felt sure of obtaining union. By straightening out the thigh by 
degrees, the patellar fragments came together. The man was laid 
up for about thirteen weeks before he was trusted to rise. The 
result in this case was excellent. There was union of the patella, 
fibrous perhaps, and he had a good useful thigh. Although there 
was some deformity of the thigh, with three-quarters of an inch 
of shortening, still he felt gratified with the result. 

The other man left the hospital before he felt really safe in 
letting him about, lie had not heard from him since; but exam¬ 
ination of the patella before he left the hospital showed good 
solid union, and treatment was the same as in first case. 

Some four years ago a man presented himself with both 
patella; fractured, one thigh at middle, and a broken jaw. The 
results in the broken thigh and patella; were good, but that of the 
jaw was poor, and lie threatened to sue the hospital on account of 
the poor result obtained in the fracture of the jaw. 

The speaker reserved operation as a secondary procedure in 
all fractures of the patella where it was not compound. His 
results from conservative treatment in ordinary fractures without 
operation had been just as good as from suturing. Therefore, 
he postponed the latter until he saw that useful union could not 
be obtained by the ordinary methods of dressings. 

As to massage, lie believed in it early; but lie would a great 
deal rather have a man with a fracture of the patella come out 
with a stiff knee than have it too flexible. He would put off 
passive motion for a considerable time. lie did not like to see it 
used short of six or eight weeks. As to active motion, from his 
own experience he would not permit the use of the knee-joint 
for at least ten weeks. If patients were permitted to walk too 
early, they were apt to use the knee too freely, and sometimes 
in going up and down stairs they might give it a sudden wrench, 
and if there was only fibrous union this would very likely be 
broken. 

Dr. Thomas A. Davis said that the treatment of fractures of 
the patella was unsatisfactory without the open method in cases 
where there was some separation, say over half an inch, because 
of the intervention of the soft tissues, and it was impossible to 
predetermine the conditions without an external incision. In the 
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last two years lie had a case of a patient who had sustained three 
fractures of the patella from indirect violence. In this case there 
was extensive interposition of the soft tissues, so that he could 
not expect firm fibrous union. The patient, the father of a senior 
medical student at the College of Physicians and Surgeons, came 
to the city from Minneapolis to see his son graduate, and in alight¬ 
ing from the train sustained a transverse fracture of the patella. 
He was brought to the hospital, and on examination it was found 
that there was separation of over one-half an inch; likewise con¬ 
siderable swelling of the joint. The speaker ordered a few days’ 
rest, massage, and hot applications to the joint, and at the end of 
ten days he made a horseshoe-shaped incision and wired the 
patella with silver wire, after drilling through the fragments. 
In a month’s time the patient was allowed to return to Minneap¬ 
olis. Six months after he got home and had been attending to 
his business nearly all of his time, he was visiting a stock farm 
one Sunday, and, while in a stall examining a horse, the horse 
suddenly lurched over against him and he felt pain in his knee- 
joint. This did not prevent him from attending to his business, 
lie came to Chicago six months later, and it was found that the 
function of the joint was not good. There was still a little swell¬ 
ing, although the patient had excellent control of the leg. At the 
same depot, and under the same circumstances, he fractured his 
other patella. Much to the author’s amazement, he found a sep¬ 
aration of the fragments to the extent of from two and a half to 
three inches in the patella which he had first wired, also separa¬ 
tion of three-quarters of an inch of the recently fractured patella. 
The treatment of this case presented a serious problem. Here 
was a man, weighing 225 pounds, with considerable separation 
of the fragments of one patella, and a recently fractured other 
patella, with separation. He concluded to operate on the recently 
fractured patella first. He placed the patient under the same 
treatment as he had given in the first instance. Ten days later 
lie drilled the fragments and wired. In a week’s time he found 
separation of the fractured ends to the extent of an inch. He 
atuesthetized the patient, and found that the silver wire he had 
used had broken. He had drilled four holes, put in two wires, and 
both pieces of wire were absolutely rotten. It was astonishing to 
him that this was not discovered before the wire had been used 
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by others in the hospital. He twisted the wire freely, tightened 
it, made very firm and close approximation, and it seemed at 
least strange afterwards that this wire should have broken and 
its friability was not discovered before. He put in more wire, 
and in two weeks’ time, finding there was no separation or space, 
advised operation on the other patella, promising nothing. He 
was unable to get the fragments in anything like accurate appo¬ 
sition for wiring. Accordingly, he did a tcndoplastic operation 
on the quadriceps extensor, brought the fragments into close 
approximation by freshening the edges of the bone, sutured with 
silver wire, and the soft tissues with catgut. The patient was 
now perfectly well and attending to business. 

In operating on The first patella he found there was perfect 
union by the first wire; that there was no motion; and that if 
he had not done the operation on the quadriceps extensor he 
would not have found the first fracture. It was necessary to 
free the entire patella. He found silver wire two-thirds of an 
inch above the point of recent fracture, and on making a careful 
examination he found a little groove. But passing the knife in, 
he found there was firm calcareous union, if it was not true bony 
union. 

The subject was interesting to him because he had seen a 
number of surgeons undertake immediate operation in cases of 
fracture of the patella, but he had never seen satisfactory results 
from the immediate operation. He 'had seen the knee-joint 
drained in two instances for infection after the immediate opera¬ 
tion. 

In regard to subcutaneous suture, it had many objections 
and nothing to recommend it. In the first place, it passed through 
the wounded tissue and exposed the wound to infection. In the 
second place, as it was impossible to determine the amount of soft 
tissue that might be in front, it afforded no better results than no 
operation. 

He remembered several years ago investigating the subject 
of treatment of elfusion into joints, and some Swedish or Nor¬ 
wegian surgeon reported a large number of cases to show that 
massage was sufficient in practically all cases to remove the blood- 
clots or blood, and afforded good functional results. The open 
treatment offered the same advantages. 
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DEMONSTRATION OF McGRAVV LIGATURE. 

Du. A. J. Ochsner stated that the use of an elastic ligature 
for gastro-euterostomy iti which the pylorus was not completely 
obstructed either by carcinoma or cicatricial constriction, and also 
for making anastomosis between the intestines, was suggested 
by Professor Theodore McGraw twelve years ago, but was not 
used in the human subject until rather recently. 

Regarding the speed with which it could be performed, one 
could calculate this from the amount of sewing that must be 
done. It was an operation that could be done as quickly as that 
by means of the Murphy button. So far as he could determine, 
it took about the same length of time. He had used the McGraw 
elastic ligature in forty cases. The effect on the patient was no 
greater than that following the use of the Murphy button. The 
advantage of the elastic ligature was practically the same as that 
of the Murphy button. The portion caught within the ligature 
sloughed away within a few days, and left a clean-cut opening 
between the two tubes. In the forty cases in which he had used 
it there had not been any peritonitis. Of this number, there were 
several that were not old enough to be counted. Three died, one 
two weeks after the operation, from exhaustion; another three 
weeks, and another in six weeks. 

Before using this method he made an exploratory operation 
much more frequently than he had made it since. Since he had 
performed this operation, he had closed only very few cases, with¬ 
out making gastro-entcrostomy, where there was pyloric obstruc¬ 
tion; whereas formerly, whenever it seemed the patient could 
not possibly live more than a few weeks, he had closed the ab¬ 
domen without doing anything. Theoretically, he believed that 
all mechanical means must ultimately be abandoned, and that 
surgeons must do all of these operations with the needle and 
thread. Practically, he had tried nothing that had been as satis¬ 
factory for making gastro-entcrostomy or entero-enterostomy in 
suitable cases as this particular method. 

Dr. D. A. K. Steele asked whether in any of the forty cases 
mentioned serious symptoms occurred from acute intestinal ob¬ 
struction where the McGraw elastic ligature was used. He men¬ 
tioned that recently a patient died in Rochester, Minn., from 
intestinal obstruction following the use of the McGraw elastic 
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ligature. Too long a loop of the jejunum was used, regurgita¬ 
tion occurred into the loop, and kinking occurred, the patient 
dying from acute obstruction, with persistent, uncontrollable vom¬ 
iting, and even after the stomach had been washed out the regurgi¬ 
tation kept up. In this case the elastic ligature was passed through 
the jejunum transversely, including more than one-half of its 
diameter, which was an error of technique. 

lie said the objection to the elastic ligature and to the Murphy 
button was that these devices worked while surgeons were asleep. 
Personally, he liked to see the work finished. In any mechanical 
device that was used, one had to depend upon the element of 
time; it look hours or days for the elastic ligature or a mechan¬ 
ical contrivance to perform its function, which was somewhat 
uncertain. 

He agreed with Dr. Ochsner in saying that ultimately sur¬ 
geons would have to come to the use of needle and thread. The 
ligature, while it was quick and immediately satisfactory, so far 
as rapidity of completing the operation was concerned, had some 
disadvantages. 

Dit. E. Wyllys Andrews said he saw Dr. Ochsner use the 
McGraw clastic ligature soon after the publication of Dr. 
McGraw’s original paper, and lie gave it a trial himself shortly 
thereafter. He had employed it in a dozen cases, with one death. 
The patient who died was one of his last cases. Two cases he had 
about a week ago, one of which died. He was disposed to be 
more enthusiastic than Dr. Ochsner with the somewhat limited 
experience that he had had with the ligature. In the use of the 
elastic ligature one had a device that was a little quicker and had 
some of the advantages of the Murphy button. It had the addi¬ 
tional merit in that the surgeon did not have to lay open a hollow 
viscus which might infect the peritoneum. He had noticed that 
after the use of the ligature the patients came off the table in a 
good condition. The man who died, and was seventy years of 
age, who had been vomiting, had to be nourished per rectum for 
a week before the speaker operated on him. He was in a very 
bad condition. There was absolute pyloric obstruction, yet after 
the operation the patient came off the table with a pulse of 80, 
with no shock. This was his experience in nearly all of these 
cases. Most of the patients passed the ligature on the twelfth 
day, or earlier. 
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Dr. Arthur Dean Bevan was interested in hearing a report 
of forty cases, with practically no operative deaths, i his meant 
a great deal, and yet, when one turned to the work that had 
already been accomplished with needle and thread, the results 
were equally excellent. For instance, the admirable report of 
Moynihan, of seventy-six gastro-enterostomies, with only one 
death. He said Moynihan had made the statement that gastro¬ 
enterostomy could be performed with needle and thread in seven¬ 
teen minutes. With these two facts to be weighed, and with bis 
own limited experience in this work, he chose without any hesita¬ 
tion to do this work with needle and thread, and had not as yet 
used the McGraw ligature. He thought it was possible for sur¬ 
geons to do the needle and thread operation with two continuous 
sutures, the first involving all the coats of the bowel, the second 
the Lembert, within five or six or eight minutes, as rapidly as 
could be done by the McGraw elastic ligature. According to the 
statistics of Moynihan, it could be done probably quite as safely, 
as far as the immediate mortality was concerned, and he thought 
with better prospects in regard to permanent benefit. One might 
in advanced carcinoma cases use a mechanical device which would 
shorten the operation six or eight minutes. This was the situa¬ 
tion as it appeared to him, and yet he thought his opinion was 
not of much value, because he had had no means of comparing 
the McGraw operation from personal experience with the needle 
and thread method. 

Dr. Ochsner, in closing the discussion, said that his own 
feeling was exactly that expressed by Dr. Bevan. Practically, 
he had never done anything in the way of gastro-enterostomy 
that Was as satisfactory as it was by this method; but be had not 
theoretically come to consider it the final method. He had felt 
that if he could do the operation as well as Moynihan had done it 
with needle and thread, lie would not use the McGraw elastic 
ligature, but he had never done it nearly as well. 

With reference to the opening, he recalled one case in which 
there was an ulcer of the pylorus and an ulcer of the ileum about 
eight inches from the ileocxcal valve. After he had made gastro¬ 
enterostomy for obstruction of the pylorus, be did not examine 
other portions, and did not find the obstruction in the ileum. But 
the fact that there was obstruction became apparent later, so he 
made a second operation, and found a similar ulcer in the mesen- 
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tcric side of the ileum to that which he had found formerly on 
the lower side of the pylorus, and with a similar obstruction due 
to cicatricial contraction of the ileum. He made anastomosis be¬ 
tween the ileum and sigmoid above the stricture in the ileum. In 
this case lie had an opportunity to examine the anastomotic open¬ 
ing between the stomach and jejunum. It was large. It would 
admit three fingers, lie thought originally the opening was about 
seven and a half centimetres long. He said Dr. Walker, of 
Detroit, had made experiments upon dogs which bore out this 
observation. 

Having made his openings at the lowest portion of the stom- 
.ach and on the anterior wall, at least three inches in length, he 
had not had the form of obstruction to which Dr. Steele had 
referred. The case referred to by Dr. Steele, he said, was one 
in which Mayo made a Mikulicz operation with the elastic liga¬ 
ture. He put the ligature in obliquely, grasping a little more than 
one-half of the diameter of the jejunum, near the point where 
it came out from the transverse colon, and attached it to the 
posterior surface of the stomach, and so he virtually sewed up 
the intestine, because by tying the ligature it closed the intestine, 
and this gave the bile on the proximal side a chance to balloon it 
and cause necrosis. 

The speaker said that his inclination has been against the 
use of mechanical means, and still he bad used the Murphy but¬ 
ton in preference to needle and thread in many cases because his 
results were better. Like Dr. Steele, he did not like anything that 
was working while he was sleeping; still, if more people got well 
from the use of these mechanical devices, then he would use them 
until he could use the needle and thread more dexterously and 
expeditiously. 



